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Plenary Session

The Real-World Issues in Access to Care'
David M. Kinzer^

I

n the academic world, many people have no vested interests,
no loyalties, and no commitments to the health care establishment, tn that world, managers of hospitals and related institutions as well as physicians are held in rather low esteem. It is a
declining esteem, possibly related to the increasingly commercial behavior of the field.
The public does not want health care to be like another article
of commerce. They have been impressed negatively by the hullabaloo from the health care system about not having enough
money, and they feel that we do nothing but talk about our lack
of money, which is not helping our cause any.
Health care managers do not hold themselves in high enough
esteem in that most seem to think that they cannot have any infiuence on the system. More of us need to believe that we can do
something about the problems in urban health care. Too many of
us seem to feel beaten, and now is not the time to let ourselves be
beaten.
Many do not like the health policy in this country. It involves
not spending any more money than necessary and letting the private sector solve its own problems in the belief that competition
will ensure greater efficiency. Some still believe that the competition in the health care industry has made it more efficient and
improved quality of care. If so, why is there a different set of incentives for hospital care than for the physicians? The payment
sy.stem rewards physicians for admitting more and treating more
while diagnosis-related groups penalize the hospitals for treating more.
Health care providers in urban settings must have a plan and
a policy that relates to what causes many of the problems in urban America. These problems, such as educational breakdowns,
lack of nutrition, lack of housing, lead paint poisoning, and environmental pollution, cannot be easily separated from health
care. Neither can the fracture of the traditional two-parent family structure substance abuse, careless sexual practices, or violent crime. These are difficult issues to solve, but we must have
a strategy that relates them to health.
Many in the health care industry believe that their only business is taking care of sick people. These institutions will probably not survive. One example of what hospitals can do is the
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housing program developed by the Greater Southwest Community Hospital in Washington, DC. While corporate diversification often can lead to disaster, this hospital became involved in
housing and succeeded. The housing program was very relevant
to the ghetto neighborhood the hospital serves, and they succeeded because they had people on staff who knew the business
of housing. Hospitals should not put limits on the kinds of activities with which they might become involved.
In the past the trend was to stop hospitals from doing what
they wanted to do and to give others a chance. This has resulted
in an enormously complex system that we now are decrying as
being inefficient. Boston has started so many less expensive altematives to hospitals that bankruptcy is threatening the whole
state. Everyone is trying to get money, and there are twice as
many delivery organizations now as there were in the recent
past.
Some believe that hospitals will be the agencies to deliver
ambulatory care in the future. Boston's community health centers are currently trying to become a part of the bigger hospitals.
They need the protection. This trend of smaller delivery organizations wanting to find a big protector is becoming commonplace. The initial image of the monstrous hospital organization
attempting to swallow up all the small organizations is fading fast because of dire necessity. We need organizations large
enough to have the capability to meet the health care needs of
the public.

Meeting Urban Health Needs
What do we need to meet urban health needs? First, we need
a legally binding national health care entitlement. Many argue
that such an entitlement will not be favorable either to hospitals
or to physicians, which is probably true, but unless we know
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who is eligible and we have a stable economic base to do what
needs to be done in terms of entitiement, we don't know what
to do. Before the 1988 Presidential election, Michael Dukakis
signed a law creating universal health care in Massachusetts, but
he stopped the program after the election because the money
was gone. Massachusetts even stopped payment on Medicaid,
This set back for years the cause of govemment voluntary cooperation/collaboration. The central issue here is to get commitments that stick.
Second, we need more money to meet urban health care
needs. Some say that if we had an efficient system we could use
the money we have now to deliver care to all the people who
need it. Yet this would require a restructuring of the entire health
care delivery system. If we created networks that had the capacity to deliver care through the whole care continuum and gave
them each a defined territory, they would do a better job of controlling costs and quality than the govemment ever could. However, there are no signs that anyone is willing to take on the business of reorganizing the system, tt can be done, but it won't be
done soon.
Third, we need to get rid of multiple-tier systems of care. As
long as indigent care is a defined entity that entitles some people
to receive such care because they are poor, we will continue to
have two or three levels of care. Chicago's Cook County Hospilal receives a lot of money from county taxes to subsidize its operation. While Cook County has a rich taxing base, it atso has a
deteriorating hospital with inadequate nursing and other serious
problems. None of these problems can be solved as long as we
have multiple-tier systems of care.
Fourth, we need provider organizations whose managers and
caregivers are sensitized to the people living in the neighborhood. This is a vital component to meeting urban health care
needs. The Greater Southwest Community Hospital cares about
its community and has a policy to hire as many people from the
community as it can. This is a community institution as well as
a system of care.
Fifth, we need an umbrella of responsibility between the city
and its suburbs. This may seem obvious, but this linkage is not
in existence in most major cities. The taxing base of Greater
New York City would be enough to support adequate care in the
city of New York. Unless we have universal entitlement, we
must have taxing bases that work.
Sixth, we need last resort caregivers. No matter what kind of
system we have, there will always be categories of patients that
nobody wants, where govemment will have to step in and take
charge of their care. This currently applies to considerable extent in the field of mental health and our Veterans Administration hospitals.

National Health Policy
In my opinion, a national health policy would be in the best
interests of providers of care. Answers to the following questions should help to persuade health care providers to consider
such a policy.
If we decide that essential medical services are every citizen's right, how do we decide what .services are essential? For
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any governmentally-supported program to be successful we
must define these services, tn the private sector, employers are
currently setting their own definitions of essential medical services, usually to the detriment of certain programs such as psychiatry which they are trying to eliminate coverage on completely. This means only more gaps in services.
Some still believe that the competition in the
health care industry has made it more efficient
and improved quality of care. If so, why is there
a different set of incentives for hospital care
than for the physicians?

Is employment status a stable enough base for such a universal entitlement? Massachusetts has passed a law mandating all
businesses to offer health insurance to their employees. This has
caused an uproar among business, including some which initially supported this plan. Busines.ses, particularly small businesses, do not want to carry the load of financing a health care
system. Insurance coverage for small businesses and their employees is much more expensive than coverage for large businesses, and nobody wants to pay the price. Small businesses
fought the Massachusetts plan all the way and lost, but they have
not given up entirely; the Massachusetts Restaurant Association
has since decided to support a national health plan like that of
the Canadians. Another major problem with mandating business to offer health insurance to employees is regulation. We
used to believe that the problems would be solved by regulating
doctors and hospitals. Now not only must employers be regulated but also health maintenance organizations (HMOs) as well
as insurance companies, and new crucial issues must be addressed, such as how to require that families be covered, how to
cover part-time employees, how to define part-time employees,
how to regulate the benefits that are offered, and how to achieve
portability. This is a new jungle of regulation. All the current problems in the voluntary sector and the second-guessing involved
in our system is merely sustained and extended by this law.
Everyone thinks it's a great idea to let business pay for health
care, but business has its own problems such as intemational
competition. Automobiles made in Detroit are in competition
with automobiles made in Japan, but US automakers must add
an additional price on to the cars because of the cost of health
benefits for their employees, Chrysler has taken the position that
health insurance through govemment will be more efficient than
through business, and Ford and General Motors may start to
take a similar position. In terms of employee relations, they understandably would prefer their employees to get mad at the
govemment, instead of at them, on issues such as reduced health
benefits, increased copayments, and hedging on commitments.
How much economic risk can reasonably be put on the individual in the famity for their health care cost? A good example
of how workers feel about this issue is what happened in union
negotiations at Harvard. The top priority of the recentiy unionized technical and clerical employees was to have the copayments and deductibles taken out of their health policy and to
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have their health benefits expanded. They did not want to pay
for anything.
What kind of geographic and demographic base should new
delivery organizations be allowed to have? Organizations can be
too big as well as too small. Territories must be defined in order
to have needed political support. We will have more systems of
care in the future, and unfortunately there will be a great deal of
wasted effort in this area because economic survival will probably be more motivating than service to the community.

It has been said that managed care is here to
stay, but given present trends managed care
will become a bureaucratic monster. It will
generate more costs than it saves. The way to
control health care costs, quality, and access is
to make the organizations that deliver care be
accountable.

If these organizations are expected to compete, how should
the basis for their competition be defined? In Boston, the competition is as crass as finding ways to deceive the subscribers
about lower benefits and lower support. Some HMOs are "skimming"—seeking customers who are not sick. There is a lot of
competition for those who are healthy.
Can controls on access, quatity, and cost be applied effectively from outside the organization? tt has been said that managed care is here to stay, but given present trends managed care
witl become a bureaucratic monster, tt will generate more costs
than it saves. The way to control health care costs, quality, and
access is to make the organizations that deliver care be accountable. This requires building an alliance with the physicians,
which may sound radical and unrealistic, but physicians are bitter and angry from constantly being told by managed care people that a certain procedure was unnecessary or that it will not be
covered. Often these managed care people do not even know
what the procedure involves.
Should there be an advance commitment to the rationing of
services in any system? Many believe that rationing is inevitable, but I disagree. Our political establishment may ration money, but any other type of rationing will have to be done by the
provider organization. What 1 see as a real possibility is that the
organizations that deliver care will apportion their services according to need and not according to revenue if we go to a capitation system. Speciafized services witl need to be consolidated
if any money wilt be saved at all. The number of hospital beds is
probably not as important. Many beds can be used for long-term
care.
Should institutional services and professional services be f i nanced from different sources? This is our traditional method,
with Blue Cross and Blue Shield, Medicare A, and Medicare B.
However, in the years ahead physicians will feel threatened by
the govemment's capacity to set fees. Four states currentiy have
plans similar to the Massachusetts plan and require physicians
to accept assignments under Medicare. As soon as the new relative value system has begun, physicians will find it safer to be
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with a large organization with which they can negotiate instead
of facing negotiations with the govemment.
How can we support our centers of excellence? This is a crucial issue relating to access to care and urban health because the
centers of excellence are almost universally located in urban
areas. They are uniquely threatened by what is unfolding in
Washington, and it would be bad for the whote country if their
capacity in research and education areas is diminished. An essential part of any national health policy is a plan whereby these
centers of excellence can receive support from the institutions
that depend on their products.
In any new system that is developed, how much administration can we afford? More middlemen means more money being
taken out of the system, which increases costs. Eli Ginzberg contends that administrative costs (nonpatient care related costs)
have increased from 8% to 20%. Costs have proliferated because of competition, managed care, and multiplication of institutions or organizations delivering care. Some argue that Blue
Cross and Blue Shield won't be needed anymore if these organizations have the capacity to market themselves.
How do we design a system that is flexible enough to adapt
to variable local health conditions? What might work in Detroit
won't work in Boston, and the same is true when comparing most
of our major cities. While I believe we must have a national health
system and plan, we also need to give flexibility to the organizations that deliver care. This is difficult for govemment to do.

Getting laws passed to establish medical care
as a right and to improve access in urban situations involves an enormous amount of politicking. Unless we can join together with some sensible plans and goals, we will not have much
influence, and influence is what we need to
achieve our goals.

Legislation for the Massachusetts Plan
Many lobbies were involved in the passage of the Massachusetts universal health care law. Because of the many interests,
when a health care bill is reviewed lawmakers are besieged by
conflicting testimony, conflicting purposes, and malicious underhanded lobbying. This reflects the Massachusetts situation,
but it is probably not too different in other states.
The hospital lobby was split three ways; urban and rural,
teaching and community, and public and private. The HMOs
were split between the independent practice associations, the
staff models, and the group practices. They all wanted a larger
share of the money as wett as the protection that they already
had in our regulatory system. Blue Cross and Blue Shield fought
to maintain their privileged status with the hospitals. Hospitals
gave them a discount because of their unique service to people
who were high risks and to some of those who could not obtain
commercial health insurance. They also received a discount because of their individual open enrollment policy.
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The business lobby included big business, small business, the
manufacturing business, and the service industries. Big businesses that offer health insurance to their employees wanted all
businesses to do the same in order to spread out the cost of free
care. Businesses that were contributing to the free care pool
were in favor of the new plan; they rightfully complained that
many of the businesses in the service industry were not contributing any money because they didn't have any insurance.
Small business was and still is against the plan because it can
wipe them out completely. High-technology businesses fought
among themselves; these firms provide almost totally comprehensive insurance to attract the high caliber employees they
need, and they find that unless they offer abundant benefits they
will lose their employees to competing firms.
Labor was more traditional than the others in that they favored cutting costs, enriching benefits, and raising salaries. The
construction industry favored building more hospitals. The lowincome consumers favored making care available to everyone
on a comprehensive basis, but they did not have much influence
on the legislators. The elderly lobby was significant; they attract
attention and the legislators listen to them because they vote
Three different groups of govemment regulators competed
for the right to administer the law; the Rate-setting Commission,
the Planning Authority (the Health Department), and Medicaid.
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They competed with each other and with their own lobbies to try
to get control of the law.
City Hall had its own lobby; part of its goal was to save and
sustain Boston City Hospital and to get enough money to build
a new hospital.
Medicine did not get too involved in lobbying. The leader.ship ofthe Massachusetts Medical Society realized that the bill
would mean that more people would pay their medical bills and
thus decided to remain neutral in terms of lobbying.
Home health care lobbied because they wanted to get more
money that was currently going to the hospitals. Community
health centers and nursing homes also wanted more money.
As this list of lobbies shows, getting laws passed to establish
medical care as a right and to improve access in urban situations
involves an enormous amount of politicking. It also requires
considerable sophistication which seems nearly totally absent in
current lobbying efforts. We must leam not to complain all the
time to our legislators about the lack of money; we must leam to
talk about the problems of the poor as if we knew about them or
cared about them. We need coalitions to band together when we
go to Congress or our state legislators. Unless we can join together with some sensible plans and goals, we will not have
much influence, and influence is what we need to achieve our
goals.
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